Sir,

We highly appreciated authors for their interest in the article "A distinct clinicopathological presentation of cutaneous Dermatophytosis mimicking autoimmune blistering disorder" and welcome their deliberation on case.

As per authors deliberation, if we keep in consideration possibility that the patient had primarily bullous pemphigoid and later on develop tinea incognito due to use of steroid, following points argue against that.

There was no history of use of topical or systemic steroid till patient presented to usDevelopment of such extensive tinea incognito with the use of 6 days of steroid though not impossible but highly unlikelyComplete clearance of bullous lesion and erythema with just 2 days of intravenous dexamethasone is highly unlikely for bullous pemphigoidSystemic steroid was abruptly stopped after 6 days after development of tiny papular lesions and positive KOH examination for fungi, and patient was put on oral and topical antifungal. Absence of recurrence of even a single bullous or urticarial lesion in 6-month follow-up was again highly uncharacteristic of bullous pemphigoidRepeat direct immunofluorescence (DIF) after stopping steroid and completion of antifungal therapy also support idea of temporary deposition of immune reactant due to infection rather than chronic immune dysregulation seen in bullous pemphigoidWe have come across in the literature a case of bullous tinea pedis where DIF from perilesional skin was positive for immune reactant.\[[@ref1]\] So, this phenomenon is not completely unheard off. Similar phenomena has been reported with scabies as well.\[[@ref2]\]
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